e vincinas West Virginia Department of Health and Human Resources

Department of

Healt iti i icati
*‘;ggglifégg Supplemental Nutrition Assistance Program (SNAP) Application

You have the right to file an application the same day you contact a DHHR county office. To file an application, you need only complete your name, address, and signature,
and turn this form into the DHHR county office where you live. We will interview you to decide if you are eligible. You will receive benefits from the date we received your
signed application if you are determined eligible.

Your Name (First, Middle, Last) Birthdate (Month, Day, Year) Social Security Number
Mailing Address Street Address (if different from Mailing Address)
City State Zip Code Telephone/Message Number During the Day

EXPEDITED SERVICES

You may receive SNAP benefits within 7 calendar days if your SNAP household has less than $150 in monthly gross income and liquid resources such as cash, checking or

savings accounts are less than or equal to $100; or your rent/mortgage and utilities are more than your household’s combined monthly income and liquid resources; or a
member of your household is a migrant or seasonal farm worker.

How much money do the members of your household have in cash or a bank account? $

What is the total amount of income you expect your household to receive this month? $

What is your current monthly rent/mortgage payment? $

el A

Does your household pay a heating or cooling cost separate from your rent? [Yes [INo
If no, does your household pay more than one utility? CYes [INo

5. Isanyone in your household a migrant or seasonal farm worker? CYes [INo
If yes, answer these questions: Did your household income stop recently? [lYes [INo
Does anyone in your household expect to receive income from a new source this month? [IYes How much? ONo

6. Have you or anyone in your household received or do you expect to receive SNAP benefits from any other state this month?
ClYes Where? CINo

Your Signature Date
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AUTHORIZED REPRESENTATIVE

You may appoint someone outside your household to act for your household to make an application and to be interviewed. This person should know your household’s situation
well enough to give any information needed to determine your eligibility for SNAP. You are still responsible for the information that anyone acting as your authorized
representative gives, including any information that may be incorrect.

If you want to appoint someone for this, write his/her name here:

ADA REASONABLE ACCOMMODATIONS

[1Do you or anyone in your house need an accommodation because of a condition that would prevent you from completing the application process?
(If yes, please explain)

HOUSEHOLD MEMBERS

NAME *Social Security number Birthdate [Sex [Marital [Relationship Buy/cook [¥Citizen- [Alien In Last
Last, First, Middle Initial ktatus  [to you food ship Registration school [grade
together [V/N number /N bttended

**OPTIONAL - If Hispanic/Latino, ethnicity (check all that apply)

[COMexican OMexican American  OChicano/a OPuerto Rican [Cuban COther
**OPTIONAL - Race (check all that apply)

CWhite [JAsian Indian UKorean [dGuamanian or Chamorro

[IBlack or African American CIChinese [Vietnamese [ISamoan

CAmerican Indian or Alaska Native CIFilipino [dOther Asian [IOther Pacific Islander
[lJapanese [CINative Hawaiian CIOther

*You may leave this blank for anyone not in the assistance request.

**Not required. This information is voluntary. Your benefits will not be affected if you do not answer the race and/or ethnicity questions above. Giving us this information will help ensure program
benefits are distributed without regard to race, color, or national origin.
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HOUSEHOLD’S DECLARATION INQUIRY

OYes [[ONo Have you or any member of your household been convicted of trading SNAP benefits for drugs after September 22, 1996?
OYes [[ONo Have you or any member of your household been convicted of buying or selling SNAP benefits over $500 after September 22, 19967
Have you or any member of your household been convicted of a felony under federal or state law for possession, use or distribution of a controlled substance (felony drug
OYes [[ONo L
conviction) after August 22, 19967
OYes [ONo Have you or any member of your household been convicted of fraudulently receiving duplicate SNAP benefits in any state after September 22, 19967
Oy N IAre you or any member of your household hiding or running from the law to avoid prosecution, being taken into custody or going to jail for a felony crime or attempted felony
es ° crime, or violation of parole or probation?
OYes [ONo Have you or any member of your household been convicted of trading SNAP benefits for guns, ammunitions, or explosives after September 22, 19967
Have you or any member of your household been convicted of a felony as an adult for conduct occurring after February 7, 2014, in a federal, state, or local court of:
e  Aggravated sexual abuse
° Murder
Lives [INo ®  Sexual assault
e  Sexual exploitation of children
e  Other abuse of children
If “Yes,” is this person in full compliance with all aspects and terms of the individual’s sentence? [Yes CINo
If you answered “YES” to any of the above questions, please explain here.

Verification of some information is required.

RESOURCES/ASSETS

fund?

Does anyone in your household have any resources or assets such as a checking or savings account, stocks, bonds, cash on hand, property other than where you live, prepaid burial plan, or trust
OYes [ONo Ifyes, list below.

Name of Owner Type of asset/resource Balance/value

Location
(name of bank, at home, etc.)
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EARNED INCOME

Does anyone in your household receive any income from employment? OYes CONo If yes, list all gross income before deductions (such as full or part-time employment, self-
employment, babysitting, odd jobs, day work, roomer/boarder payments, etc.).

Name Name of Employer Start date Rate of pay Number of Amount per How often
(include address and phone number) Hours worked pay period received

OTHER INCOME AND BENEFITS

If anyone in your household receives, applied for or was denied any benefit listed below, place a check in the box next to the benefit.

CAlimony CIchild Support CJUnemployment Benefits JEducation Grants or Loans
[JRailroad Retirement Cveteran’s Pension/Benefit JUnion Benefits [(IDisability/Sick or Maternity Benefits
Oworker’s Compensation CPension or Retirement [OBlack Lung Benefits COMoney from friends or relatives
Omilitary Allotment COMoney from Rental Income CTemporary Cash Assistance OMineral Rights

OLump Sum Cash Amounts OSocial Security ssl

interest Dividends from Stocks, Bonds, Savings or Other Investments Oother

If you checked yes to receiving, applying for or being denied any benefits, fill in below.
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Household Member Type of Benefit Applied Claim Number Received Amount
Yes No Yes No
Yes No Yes No
Yes No Yes No
Yes No Yes No
Yes No Yes No

CHILD SUPPORT

Does any household member pay legally obligated child support to a NON-HOUSEHOLD member (includes current payments, arrearages, health insurance)?
[IYes Who? [INo

Person who pays Type of payment Months paid in last Court order amount Amount actually paid
3 months

MEDICAL EXPENSES

SNAP — Do you or any household members pay medical expenses for any person age 60 or over, or any person receiving disability benefits? OYes CONo
If yes, check the appropriate box and list the monthly amount you pay.

DFA-SNAP-1 Rev 11-22 5




OHealth/Medicaid Insurance S [OMedical/Dental Insurance S Others

[ODentures/Glasses/Hearing Aids S [OTransportation Costs S
CHospital S CINursing S
OAttendant Care S OPharmacy Expense S

SHELTER AND UTILITY COSTS

Is anyone in your household paying for any of the following? Check all those paid and answer the questions.

Expenses Amount How often? Who pays? Expenses Amount How often? Who pays?
Rent Water
Mortgage Sewer
Electric Garbage
Gas Wood/Coal
Oil Property Tax
Telephone Homeowner’s Insurance
Land Contract Other
Is heat included in your rent? OYes ONo If heat is not included in the rent, what is your source of heat? Do you pay for air conditioning? OYes CINo

If you have an expense that you do not report and/or provide proof of, you will not receive the deduction for the expense.

IMPORTANT INFORMATION ABOUT SNAP
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DO NOT SEND APPLICATIONS HERE

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is prohibited from discriminating on the
basis of race, color, national origin, sex (including gender identity and sexual orientation), religious creed, disability, age, political beliefs, or reprisal or retaliation for prior civil
rights activity.

Program information may be available in languages other than English. Persons with disabilities who require alternative means of communication to obtain program information
(e.g., Braille, large print, audiotape, American Sign Language) should contact the agency (state or local) where they applied for benefits. Individuals who are deaf, hard of hearing
or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339.

To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint Form which can be obtained online at:
https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf, from any USDA office, by calling (833) 620-
1071, or by writing a letter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of the alleged
discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The completed AD-
3027 form or letter must be submitted to:

1) Mail: Food and Nutrition Service, USDA
1320 Braddock Place, Room 334
Alexandria, VA 22314; or
2) Fax: (833) 256-1665 or (202) 690-7442; or
3) Email: FNSCIVILRIGHTSCOMPLAINTS@usda.gov

For any other information dealing with Supplemental Nutrition Assistance Program (SNAP) issues, persons should either contact the USDA SNAP Hotline Number at (800) 221-
5689, which is also in Spanish, or call the State of West Virginia Information/Hotline Number at (800) 642-8589.

This institution is an equal opportunity provider.

DO NOT SEND APPLICATIONS HERE

Read each statement carefully and sign the last page.

1. I understand the SNAP benefits are to be used by or on behalf of my assistance group and me to purchase food or seeds. | cannot sell my SNAP benefits or use someone
else’s benefits for myself. SNAP benefits will not be used for any other purpose. | understand that | may not use my SNAP benefits to purchase food on credit. This means
| cannot pay for food already purchased or food to be received in the future.

| understand that | cannot do, or attempt to do the following either in public, in private, or online: buy, sell, trade, steal or otherwise use SNAP benefits for monetary
gain or other considerations; purchase food in containers with deposits and discard the product to receive cash refund deposits; and purchase or sell food originally
purchased with SNAP benefits for monetary gain or other considerations. Any of these actions is considered SNAP trafficking.

2. | understand if any member of my assistance group is found (by court action or an administrative disqualification hearing) to have committed an act of intentional
program violation, including trafficking, the individual will not receive SNAP benefits as follows: First Offense — one year; Second Offense — two years; Third Offense —

permanently. In addition, | understand my assistance group will have to repay any benefits received for which it was not eligible.

3. | understand if an individual:
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https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf
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10.

11.

a. Is found guilty in a federal, state, or local court of trading SNAP benefits for firearms, ammunition, explosives, or controlled substances; is a convicted felon, for
possession, use or distribution of a controlled substance(s); or is found guilty of trafficking $500 or more in SNAP benefits, the guilty party will be permanently
disqualified from participating in SNAP.

b. Makes a false statement or misrepresentation of identity and/or residence or receive duplicate benefits at the same time, the responsible party will be disqualified
from SNAP for 10 years.

C. Is found guilty of using or receiving benefits in a transaction involving the sale of a controlled substance, the guilty party will not be eligible for SNAP benefits for
two years for the first offense and permanently for the second offense.

| understand that my SNAP benefits will be deposited in an EBT account and cannot be replaced under any circumstances. If | choose an authorized cardholder who has
access to my EBT account, benefits used by the authorized cardholder also cannot be replaced. | also understand that if | do not use entire SNAP benefit in an EBT account
for any given month, for a period of 274 days (9 months) from the date of issuance, that the benefits will be removed from the account. | may voluntarily request that
the benefits in my account be used to repay claims established against my SNAP benefits at any time.
I understand SNAP benefits in an EBT account will be removed immediately when it has been determined and verified that all certified members of the household
have deceased.

I understand that if | fail to report or verify any household expense(s) that may entitle my household to an income deduction, | will not receive that deduction. This means
I may not receive the full amount of SNAP benefits for which my household may be eligible. | understand that once | report and verify the expense(s) as required, | have
the right to receive any calculated deduction beginning the following month.

| understand that as an able-bodied adult without dependents (ABAWD), which is a person from the age of 18 until the month of turning 50 who does not live with a
child under 18, I may be required to meet a work requirement or exemption in order to receive SNAP benefits for more than 3 months out of each 36-month period. If |
do not meet an exemption, | may be ineligible for SNAP benefits if | do not work at least 20 hours a week (averaged monthly), or do not participate in a work program
for at least 20 hours per week. If | lose eligibility, | can become eligible again after | work or participate in a work program for at least 80 hours in a 30-day period. |
understand this issuance-limited policy does not apply in all counties in West Virginia.

I understand that if | receive SNAP benefits | have to report when total household income exceeds the SNAP gross income limit. | also understand that | will be notified
what this amount is and that | must report this to DHHR by the 10'" of the month after the increase happens. | also understand that if my household lives in an issuance-
limited county and contains an ABAWD, | must report when that person’s work hours are reduced to less than 20 hours a week, averaged monthly. | further understand
that | must report when any individual within my household wins an amount of money greater than or equal to the SNAP maximum allowable asset limit for assistance
groups containing an elderly or disabled member through a single bet, game of chance, or lottery.

| understand that unless | am exempt, | must comply with work requirements including registering with WorkForce West Virginia and provide information about
employment status and job availability.

| understand that if | refuse or quit employment or reduce my work hours to below 30 hours per week without good cause | may be penalized.

| understand that | am authorized to receive information and referral services about Temporary Assistance to Needy Families (TANF) funded programs as well as other
programs offered by the WV Department of Health and Human Resources (DHHR) and other organizations in West Virginia. | understand that this information will be
included in every SNAP notification letter sent to me.

| understand that any information given is subject to verification by an authorized representative of DHHR.
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12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

| understand that providing my Social Security Number (SSN) to DHHR is mandatory and is required by federal law. | further understand that an SSN is required only for
those people who apply for and/or receive benefits and not for any other purpose.

| understand that all persons included in the benefit must provide a Social Security Number (SSN). The SSN will be used to check the identity of household members,
prevent duplicate participation and to make mass changes. It will also be used in computer matching and program reviews or audits to make sure my household is
eligible for the benefits received. | understand this information may be disclosed to other federal and state agencies for official examination, and to law enforcement
officials for the purpose of apprehending persons fleeing to avoid the law. Any fraudulent acts discovered may result in criminal or civil action or administrative claims
against any person found to have committed such acts.

| hereby consent to be referred to the Social Security Administration to be issued a Social Security Number (SSN) and to have my SSN released only for the purposes
described above.

| understand that DHHR will obtain income and eligibility information from the Social Security Administration, Internal Revenue Service (IRS), DHHR’s Bureau for Child
Support Enforcement (BCSE), WV Division of Motor Vehicles, Veterans Administration, DHHR’s Bureau for Public Health (BPH), Worker’s Compensation, Bureau of
Employment Programs, Division of Rehabilitation Services, DHHR’s Office of Inspector General, DHHR’s Bureau for Medical Services (BMS), Systematic Alien Verification
and Eligibility (SAVE) System, and U.S. Citizenship and Immigration Services (USCIS) about each member of my group. This information will be obtained by the use of the
SSN of each applicant/recipient.

| understand that appointments/meetings with my DHHR Worker may include scheduled and/or unscheduled home visits, but | also understand that | am not required
to allow the Worker to enter my home. | further understand that | will be required to cooperate with the Quality Control Reviewer in any review of my benefits as a
matter of eligibility. This may require a home visit by the Reviewer and include additional verification of my situation, but | also understand that | am not required to
allow the Quality Control Reviewer to enter my home.

| understand that | may receive information and a referral to receive Family Planning services upon request.
| understand that | may receive information and a referral for Domestic Violence services upon request.

I understand if | am not satisfied with any action taken on my case, or if | feel | have been treated unfairly because of my race, age, color, national origin, sex, disability,
political belief, or religion, | may ask for a Fair Hearing orally or in writing. (Please see page 6 for the address for discrimination complaints.) | understand that anyone
may attend the Fair Hearing but, if | choose to have a lawyer attend, DHHR will not pay the lawyer’s fee. | also may complete a Civil Rights complaint form, IG-CR-3, at
my local office.

| understand that | may be qualified to apply for low-price telephone services such as Tel-Assistance/Lifeline that the telephone company in my area offers. | give
permission to DHHR to release information to the telephone company concerning my eligibility for this service. If my eligibility for DHHR programs is stopped, | understand
DHHR will notify my telephone company.

| give my permission specifically to the West Virginia State Tax and Revenue Department and the IRS to release to the DHHR any and all information from my personal
and/or business income tax returns for any and all tax years that would have to do with my receiving benefits and which is required by federal regulations and/or DHHR
policy. This includes filing status, dependents, address, income, deductions, and any other pertinent information requested by DHHR.

| give my permission to DHHR to provide information contained in my confidential case record, regarding me or any member of my family or assistance group, to INS,
SSA, BCSE, BMS, BPH, Division of Rehabilitation Services or any other state or federal agency, department, or organization primarily for the purpose of providing me with
access to the services and benefits offered by these entities in an efficient manner that allows for coordination rather than duplication of service(s).
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23.

24,

25.

I understand that DHHR does not discriminate on the basis of disability in admission to or access to its programs or in its operations, services, or activities. This notice is
available in large print, on audio tape, or in Braille from any office. This notice is provided as required by Title Il of the Americans with Disabilities Act (ADA) of 1990. If |
have questions | may contact the Equal Employment Opportunity and Civil Rights Compliance Officer, DHHR Office of Human Resources Employee Management, One
Davis Square, Suite 400, Charleston, WV 25301, by phone Monday through Friday, 9:00 a.m. to 5:00 p.m., at 304-558-3313 or by email at dhhremployeemgmt@wv.gov.

| give my permission for any financial institution, government agency or department, physician (including psychiatrists, psychologists or other counselors), drug testing
facility, hospital (including psychiatric hospitals), business concern, HIV/AIDS testing service, or other person with related information to release any information to
DHHR when this information is related to my receipt of assistance. | understand that only information which is required by federal regulations and/or DHHR policy will
be requested and that it will be used only in determining or redetermining my eligibility for assistance or the level of assistance received. This release authorizes schools
to provide information including, but not limited to, enrollment, attendance, address, custodian, and all information related to the receipt of public assistance for my
child(ren) under my care and custody.

| understand that my assistance group may be required to repay any benefits paid to or on behalf of it for which it was not eligible because of unintentional errors made
by me or by DHHR. | also understand that if | give incorrect or false information or if | fail to report changes that | am required to report, my assistance group may be
required to repay any benefits it receives, and | may also be prosecuted for fraud. Additionally, | understand that all adult members of my assistance group are equally
and separately responsible for an overpayment of assistance. | also understand that any person who obtains or attempts to obtain benefits from DHHR by means of a
willfully false statement or misrepresentation or by impersonation of any other fraudulent device can be charged with fraud. Punishment upon a conviction may be a
fine up to $10,000 and/or a jail sentence of 10 years in a state correctional facility. For SNAP only- federal penalties may include a maximum fine of $250,000 and a jail
sentence of up to 20 years. For LIEAP only—failure to repay such benefits may result in loss of future LIEAP benefits.

| certify by signing my name below, under penalty of perjury, that | have correctly listed the citizenship or alien status of the individuals applying for benefits on this application.
This declaration of United States citizenship or alien in lawful immigration status is a condition of eligibility for WV WORKS, health coverage and SNAP. Any household member
for whom citizenship is not declared is not eligible to receive benefits. However, their income and assets will be considered available to the remaining members of the household.

| understand that it is a criminal violation of federal and state law to provide false or misleading information for the purpose of receiving to which | am not entitled. | understand
it is my responsibility to provide complete and truthful information.

Please sign and date the form below

Signature of SNAP Household Member Date
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